This paper is an account of an inquiry into the process by which general practitioners working in a mining valley in South Wales refer patients to the local mental health services. The aim of the study has been to examine those factors which seem to influence such referrals.
MATERIAL
The investigation was carried out among a defined population of 27,000 occupying a valley about 6 miles long and nowhere more than half a mile wide. The inhabitants live in eight named townships strung out along the valley floor to form what amounts to a continuous narrow ribbon of urban-type housing. Physical features of the local mountain landscape clearly establish the boundaries of the valley community, except at its lower end where the valley joins another similar valley and where, for the purposes of this study, an arbitrary line of demarcation is drawn.
From the point of view of mental health services the valley population is in the catchment area of Morgannwg Hospital, Bridgend (2,300 beds), and is in the administrative county of Glamorgan. The hospital is 15 miles from the valley, but members of the staff conduct an out-patient clinic in a general hospital only 9 miles away and also provide a domiciliary consultant service. A few patients from the valley are also admitted to Whitchurch Hospital, Cardiff (800 beds; 13 miles distant), the staff of which conduct an out-patient clinic in Cardiff Royal Infirmary, 17 miles from the valley. There are virtually no private psychiatric facilities in South Wales and it was evident on talking to the general practitioners in the valley that referral to a private psychiatrist outside South Wales was an extreme rarity.
The general practitioners whose practices form the basis of this study comprise all those working in the valley in 1959 and consist of eight male married doctors with an age range of from 37 to 70 years (mean 53 2). The mean time since registration as medical practitioners was 26 4 years (range 7 to 37). All eight doctors had spent the greater part of their working lives in the valley. Four of them were working single-handed; the remaining four were in two partnerships of two doctors each, making six practices in all. For purposes of analysis the practices will be designated A, B, C, D, E, and F. As will be seen from Table I , the position in 1959 was that practices A, D, E, and F were manned by one doctor each, designated Doctor Ai, Di, Ei, and Fi respectively, while practices B and C were partnerships of Doctors Bi and Bii, and Doctors Ci and Cii. All six practices were long-established and changes in the doctormembership during the period under scrutiny for this inquiry were relatively slight. In almost 9 yearsfrom January 1, 1951 1, , until September 20, 1959 four changes in the practices in the valley took place, as shown schematically in Table J. The undergraduate training in psychiatry for almost all the practitioners had consisted of a short course of lectures and a series of visits to mental hospitals for case demonstrations. One doctor had attended psychiatric out-patient clinics as a medical student, and another had held a student resident appointment in a mental hospital for 6 months. None of the doctors had received postgraduate training in psychiatry and only one had shown a special interest in the field. This doctor (Ei) had tried to apply the principles of dynamic psychiatry in the treatment of neurotic disorders in his practice some years previously. The results, however, had been disappointing to him, so that, although retaining an interest in psychiatry, he no longer spent much time treating patients by methods which approximated to exploratory psychotherapy.
METHOD
Two kinds of data were collected: (1) Patients referred directly to mental health services by each doctor (or partnership) during a specified period of almost 9 years were enumerated and were studied in relation to the population at risk in each practice.
(2) A structured interview, conducted with each practitioner, was designed to elicit attitudes to and opinions about the local mental health services; the treatment and disposal of psychiatric problems encountered in general practice; the frequency and changes in frequency in recent years of various types of mental disorder; and the causes of mental illness. An analysis of some of this interview material has been published elsewhere (Rawnsley and Loudon, 1962 It was assumed that the rate of population change for any given practice was constant over the period studied and on this basis the estimated mid-point population aged 15 or over with addresses in the valley was computed by simple proportions. It was also assumed that the sociodemographic characteristics of the practice populations were constant throughout the period. The estimated mid-point population for each practice is set out in Table  II . In theory, variations in direct referral rate to psychiatric services may depend upon differences in the respective populations at risk or upon differences in the attitudes and practice of individual doctors:
(1) Differences in Practice Populations.-The sociodemographic characteristics of a practice population will, in general, resemble those of the community living in the area. To a degree, therefore, the composition of the practice is independent of the doctor.
Variations may, however, occur which are dependent upon the doctor and which arise from a complex selection process. Thus, a doctor may be chosen by a patient according to the doctor's sex, age, personality, and reputation for handling particular kinds of persons or illnesses.
In the present study, it is not possible to distinguish between those variations in population characteristics which are independent of the doctor from those which are dependent upon him. Nevertheless, a comparison is made of the practice populations by sex, age, occupation of individuals, household characteristics in terms of size of household, household composition, birthplace, education.
The data are set out in Table V , and in Tables VI to XI (opposite). Although there are differences between the practices in the distribution of these characteristics, the variations are trivial and are certainly not sufficient to explain the variations in direct referral rates. The recruitment of patients to a doctor's list in terms of beliefs about the doctor's special interest and aptitudes may lead to substantial differences in the morbidity pattern for each practice without necessarily influencing the socio-demographic features mentioned above. Ryle (1960) estimated that 62-6 6-5 22-9 0 9 1-5 4-3 11 0-1 -0-1 Total Popu-62-1 6-9 22-7 1-2 1-4 4-6 0-9 0-1 0-1 0-1 lation *Key to summary birthplace: If, therefore, the practices with high direct referral rates are those which selectively-attract psychiatric patients, the proportion of direct referrals with an address outside the township where the practice is situated will be higher than the proportion of the total practice population with comparable addresses. The relevant data are presented in Table XII . Practice E provides the sole instance of a significant difference in the distribution of direct referrals by address compared with the practice population. Practice E has the highest referral rate, but the referred patients from this practice include a lower proportion with addresses outside the township where the practice is situated than the practice population. The data does not therefore support the theory of self-selection of psychiatric patients into certain practices in the area studied. (Fisher, 1922) was used for convenience of computation. The distribution of G closely approximates that of X'. referrals from each practice are shown in Table XIV . The distribution of the two categories shows no significant difference between practices for males or females (Males G5 = 2 * 5514; Females G5 = 5 *0521). Table XVII indicates for each practice the numbers of male patients referred who were either coalminers at the time of referral or who had been engaged in coal-mining at some previous time, and the numbers of non-miners. There is no significant difference between the practices in the proportions of the occupational groups referred (G5 =1 * 8180). Practitioners may have similar criteria for defining psychiatric disorders and may recognize similar thresholds beyond which they would seek a specialist opinion..They may differ, however, in the channel through which they choose to enlist specialist aid. Thus, whereas one doctor might unhesitatingly refer a case to the psychiatric out-patient department, another would prefer to send the patient to the general medical or neurological service in the first instance in order, perhaps, to meet what he considers might be the patient's objection to being sent straight to a psychiatrist.
In these circumstances, the number of direct referrals to psychiatric services should be inversely proportional to the number of patients reaching psychiatrists indirectly. For each sex taken separately, however, the rank correlation coefficient is positive for direct and indirect referral rates, though in neither instance does the value of the coefficient achieve a statistically significant level (R Males = + 0-7l; R Females = + 0 * 37).
To summarize the findings so far, therefore, variations between the practices in direct referral rates to mental health services cannot be accounted for by differences between the practice populations at risk in distribution by sex, age, occupation, number in household, constitution of household, birthplace, or education. The evidence available does not support the view that psychiatric patients are selectively recruited to the lists of G.Ps with high direct referral rates. Furthermore, there is no significant variation between practices in the distribution of direct referrals by clinical severity, major diagnostic category, age, civil state, or occupation.
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During the interview, each of the eight G.Ps was asked to say what factors usually influenced him in deciding to refer a patient for psychiatric opinion. The commonest was the failure to respond to treatment provided by the G.P. (Ai, Bi, Bii, Di). Other "clinical" factors were (a) recognition by the doctor of the need for in-patient care (Cii, Ei); (b) type of illness, e.g. dementia and melancholia (Ci). Among the "non-clinical" factors were the following: (a) pressure from relatives for something else to be done (Bi, Bii, Fi); (b) request by patient to see a specialist (Ei); (c) serious impairment of patient's working capacity (Bii); (d) lack of emotional support for the patient from members of the family (Ci); (e) G.P's opinion that the patient may find it more acceptable to be told he has nervous trouble by a spccialist, rather than by his own doctor (Ai, Fi).
The influence of these separate factors upon referral practice cannot be estimated accurately from the present data. Their diversity, however, even among the eight G.Ps here studied, is noteworthy. The varying weight accorded to these non-clinical factors by different G.Ps could perhaps account, in part, for the variation in direct referral rates.
DIscUSSION
It would not be appropriate to make a direct comparison of the referral rates found in the present study with the rates from other inquiries where the period of observation has been limited to a single year. Rates in the present investigation are derived by averaging referrals over many years, during which time the same person may have been referred more than once by his G.P. Since individual patients, rather than spells of illness, are the units making up the numerator for the calculation of rates, the average annual rate will show an apparent increase, the shorter the total period of observation.
With -this reservation in mind, it is worth noting that Kessel (1960) (Ministry of Health, 1959) . This figure takes no account of patients admitted directly to mental hospitals nor ofpatients seen in consultation 4t home. It also presumably includes cases referred from sources other than general practice, e.g. general medical out-patient departments. Taking as denominator the estimated home population aged 15 or over in England and Wales on June 30, 1958 (Registrar General, 1960 , the referral rate is 43 8 per 10,000.
Although the figures quoted above may not be strictly comparable with one another because of the variation in period of observation, and because of differences in the exact nature of numerators and denominators, they serve to indicate the order of magnitude of the referred fractions. What proportion of all the psychiatric cases consulting the G.P. annually are thus referred? In selecting a figure to represent the total psychiatric morbidity in general practice one has a wide choice among the several reported studies (see Ryle, 1960 for a summarized account). The figure will depend upon the precise morbidity index used; the definition of a psychiatric case; the outlook of the G.P.; the nature of the practice population. In the large-scale inquiry by the General Register Office in collaboration with the College of General Practitioners (Logan and Cushion, 1958) , 171 volunteer G.Ps situated throughout England and Wales kept a special account of all consultations for a period of 12 months. The number of patients with psychiatric illness consulting for the first time during the survey year was 50 per 1,000 on the practice lists. The study does not present figures for the cases referred to specialists, but using material quoted earlier in the discussion it appears, as a rough estimate, that no more than one in ten of the patients recognized by the G.P. as psychiatrie problems are sent on to a psychiatrist in the course of a year. Furthermore, on the evidence of the present study, the criteria used to select cases for referral vary among G.Ps, and include both clinical and non-clinical factors.
In the study of a suburban London practice (Kessel, 1960) (Barton, 1959) .
The variation in rates of referral to psychiatric services shown in the present study has implications for epidemiological research in psychiatry based on specialist-treated cases. Since the G.P. is the principal agent by whom patients are passed to the mental health services, he must exercise a powerful influence on mental hospital and clinic morbidity statistics. The habits of G.Ps in referring cases may well be determined, in part, by the nature of the training in psychiatry received at the medical school. The psychiatric morbidity statistics for a large population, say in N.E. Scotland, might be influenced by the teaching policy in psychiatry at the University of Aberdeen through its effect on generations of medical students who later practice in the area. Mowbray and others (1961) have shown that the recognition of psychological illness by G.Ps is related to the number of years since qualification. Young doctors tend to identify a higher proportion of their practice populations as psychiatric cases than do their older colleagues. This may have a bearing upon the reported rates for mental disorder from new housing estates and new towns which are probably served by doctors who are younger, on average, than those practising in other areas.
The findings in the present study suggest that some doctors take their cue for referral from the relatives' attitude or from that of the patient. To this extent, therefore, referral will depend in part upon the attitudes prevailing in the population to illness, to doctors in general, and to psychiatrists in particular. There may well be variations in such attitudes which are related to sex, age, social class, area of residence, and other factors. SUMMARY A comparison has been made of the numbers and characteristics of patients referred to the mental health services from six general practices in a South Wales mining valley during a period of almost 9 years. It is shown that the substantial variations in rate of referral between the practices cannot be accounted for by social and demographic differences between the populations at risk, nor by selective recruitment of psychiatric patients to the lists of certain practices. Furthermore, the differences do not seem to be related to variations in the clinical severity, major diagnostic category, age, civil state, or occupation of the patients referred.
Evidence is presented from interviews with the general practitioners which suggests that they are influenced to a varying degree by social and attitudinal factors in deciding whom to refer for psychiatric advice.
The implications of this finding for epidemiological studies of mental disorders is discussed. Operational research is required to clarify the indications and contraindications for referral of patients to psychiatrists by G.Ps.
